A Modification of the Usual Method of removing the Lens in the Extraction of Senile Cataract.
By BASIL LANG, F.R.C.S. (ABSTRACT.) IN order to facilitate the delivery of the lens in cataract extraction, I advocate the depression of the posterior (scleral) lip of the incision before pressure is applied to any other part of the globe. I find a lens scoop a very suitable instrument with which to apply the pressure. By pressing the scleral lip towards the centre of the globe, I drag on the iris, thereby pulling it away from the front of the oncoming lens. I suggest that, if pressure be applied in the usual manner at the lower part of the cornea, the iris is squeezed between the posterior surface of the oncoming lens and the sclera, and is damaged. I only apply pressure below at the moment that the lens is being borne through the pupil. My claim is that the procedure enables simple extractions to be performed with little or no risk of subsequent prolapse of the iris. I attribute this absence of prolapse to the fact that the iris is undamaged. It is not lying, damaged, toneless and flaccid in contact with the wound, waiting to be swept out of the globe on the slightest provocation, should the anterior chamber be lost. It is taut, thus allowing any escaping aqueous to run over its surface.
A Modification of the Usual Method of "Needling" the Lens Capsule after Cataract Extraction.
By BASIL LANG, F.R.C.S. (ABSTRACT.) IN this paper I urge the routine "needling " of the posterior capsule shortly after extraction even in cases with good vision. I suggest that at a later date, the fine capsule becomes not only opaque, impairing the visual acuity, but also tough and difficult to divide.
In " needling " the "after-cataract" great pains must be taken to prevent prolapse of the vitreous into the anterior chamber, as glaucoma may thus be induced. In order to obviate this prolapse it is desirable, in the first place, to avoid allowing the aqueous to escape from the anterior chamber, and, in the second place, to refrain from destroying the normal structure of the vitreous by breaking it up with the needle.
To avoid the risk of the loss of aqueous from the anterior chamber I employ a needle, the diameter of the shaft of which is two-thirds of the width of the blade. By this means the blade cuts a hole in the corneo-sclera which is just filled by the shaft, thus making the loss of aqueous impossible.
In order to avoid damaging the structure of the vitreous I lift the capsule up on the needle and divide it, cutting forwards into the anterior chamber.
As a preventative of possible sepsis, I use a drop of 1 per cent. silver nitrate solution applied to the conjunctiva at the point of entrance of the needle. Further, to obviate the possibility of infection down the needle track I pass the needle subconjunctivally through the limbus into the anterior chamber.
Often when an attempt is made to pass the needle subconjunctivally, the point catches in the episcleral tissue. To obviate this, I hold the needle with the point directed towards the patient's feet and the blade in the anteroposterior, i.e., saggital, plane. I press the cutting edge of the blade on the conjunctiva some 4 mm. from the limbus, the point, in the case of the right eye, being at the nine o'clock position. In the case of the left eye it is held at the three o'clock position. I then press the edge lightly into the conjunctiva and move the needle bodily towards the limbus. A fold of conjunctiva is thus formed in front of the advancing blade. When the needle has reached the limbus I begin to rotate it on its point, keeping this stationary. Not only do I rotate the needle by rolling it between my finger and thumb so that the blade lies in a plane parallel to and a little in front of the iris, but also at the same time I turn the whole instrument so that-in the case of the right eye-instead of pointing to the patient's feet, it now points to the left, the shaft of the needle lying in a direction radial from the centre of the cornea. I pass the instrument through the base of the fold of conjunctiva, onwards through the limbus just in front of the iris, into the pupillary-area. I then dip the point, pick up the
